(3) Changes associated with bone infection: These patients seem peculiarly prone to develop salmonella osteomyelitis and they may show lesions typical of chronic osteomyelitis.
Case Report A woman, aged 29, a native of Ghana who had lived in Britain for four years, reported in July 1960 with pain and loss of movement of her left shoulder of three weeks' duration. There had been no injury. Radiography revealed an anteroinferior subluxation of the gleno-humeral joint. The humeral head was flattened and showed increased density of the subchondral bone, and rarefaction of the more central part of the head (Fig 1) . Further radiographs revealed rarefaction of the tibial condyles, and periosteal thickening of the lower femora ( Fig 2) . The skull, hips and hands were normal.
Blood investigations: Hemoglobin 68%.
Numerous target cells in peripheral blood. Paper strip electrophoresis revealed the presence of haemoglobin S and C. Progress: The patient's shoulder had been reduced on admission, but there was recurrent subluxation, and physical signs suggested a supraspinatus tendon rupture. At exploration the following abnormalities were found: (I) The supraspinatus tendon was degenerate and torn.
(2) The synovium was considerably thickened and inflamed.
(3) The head of the humerus was crumbling and its articular cartilage was soft and partly shed. Histological -examination showed: (1) Degenerative change of the tendon, with infiltration of basophilic material and absence of collagen fibres.
(2) Marked infiltration of the synovium (3) Areas of dead bone with newly formed osteoid tissue surrounding them. In some places coarsefibred new bone adjoined the dead bone, and in other areas osteoclastic absorption of dead bone was occurring. The bone changes were compatible with bone infarction followed by a healing process.
Comment: It is tempting to relate the spontaneous rupture of the supraspinatus tendon to an ischremic episode. It is interesting that this patient travelled from Ghana to Britain by aeroplane, and subsequently spent several weeks in the Austrian mountains on holiday. While there she developed severe pneumonia. She had several possible episodes of hypoxemia during this period which may have precipitated infarction. REFERENCE Cockshott W P (1958) J. Fac. Radiol. 9, 211 Spondylolisthesis in a Charcot Spine D M Riddell FRCS Charcot's disease of the spine is a relatively common condition accounting for 10% to 15% of Charcot joints in tabetics. Between 4% and 10% of tabetics develop Charcot joints (Cleveland & Wilson 1959) . The literature has been reviewed by Thomas (1952) , who reported two further cases. Only one report in which a spondylolisthesis was present in association with tabes has been found in the literature. Kronig (1884) described a man of 45 years, a known tabetic in whom the spondylolisthesis was diagnosed clinically, by the shortening of the lumbar spine, and by palpation of the displaced body of the fifth lumbar vertebra, both abdominally and rectally. The remainder of the lumbar spine was unstable but painless.
Fig I Spondylolisthesis ofMthefifth lumbar vertebra
Case Report A Turkish Cypriot woman, aged 44 years, was found to have syphilis in 1949. Shortly afterwards she developed symptoms of tabes dorsalis. In 1957, following the birth of her second child, she began to complain of low back pain radiating into the right leg. These symptoms slowly worsened and in addition she continued to complain of lightning pains, weakness of both legs and ataxia. On examination: The lumbar spine was shortened, the ribs descending into the pelvis, and a step could be felt at the lumbosacral junction. Extension and lateral flexion were limited but she was able to touch her toes easily. Straight leg raising was 1 10 degrees on both sides. No weakness was found in the lower limbs. The knee and ankle jerks were absent, position and vibration sense were impaired in the legs. The right pupil did not react to light, the left only sluggishly, both pupils reacted sluggishly to accommodation. Romberg's sign was positive. Investigations: Blood W.R. was negative, but previous positive reactions had been found in the blood and cerebrospinal fluid. The Reiter complement-fixation test was positive. Xfay ( Fig I) showed a marked spondylolisthesis of the fifth lumbar vertebra on tliesacruxn. The body of the fifth lumbar vertebra was partially absorbed and there was new bone formation. No defect was present in the pars interarticularis. The left transverse process of the fifth lumbar vertebra was involved in the disease. The remainder of the spine was normal. Comment Unfortunately no record was available of the state of her back prior to 1960, and it was impossible to assess the rate of progress of the disease. Careful study of the X-rays showed no defect in the pars interarticularis. It is possible that the evidence for this lesion could have been destroyed by the absorption of bone and formation of new bone, but the cause of the subluxation is almost certainly involvement of the lumbosacral joint by Charcot's disease, and should be classified in Newman's Group IV (1955) in which the subluxation is due to degenerative changes causing facet deficiency.
The patient's symptoms were controlled by a Goldthwait belt.
I am grateful to Mr H Osmond-Clarke for permission to report this patient.
